DESCRIPTION
A Romanian man aged 31 years presented to the liver clinic with recurrent right upper quadrant pain. He had moved to the UK a few months prior to his first appointment. His background included chronic e-antigen-negative hepatitis B infection, Child-Pugh A liver cirrhosis with portal hypertension, and a known hydatid cyst for which he had two previous liver resections and 6 months of albendazole.
On further investigation, hydatid serology was confirmed, FibroScan score was 34 and blood tests revealed stable liver function tests, thrombocytopenia, latent syphilis and a hepatitis D coinfection. The latter accounted for his accelerated disease course. Ultrasonography showed a large complex cyst within the right lobe of the liver, splenomegaly and a previous cholecystectomy (figure 1). CT confirmed a viable hydatid cyst (figure 2). There were no extrahepatic manifestations of hydatid disease.
Since his cirrhosis was well compensated, this allowed sufficient time to conduct a multidisciplinary team (MDT) meeting involving members of radiology, liver surgery, hepatology and national parasitology. Since surgical intervention is associated with a high risk of decompensation, highdose albendazole is potentially hepatotoxic, and medical management alone would have been suboptimal, a consensus was reached to try PAIR (puncture aspiration injection reaspiration) alongside lower-dose albendazole, entecavir and doxycycline. Unfortunately, a magnetic resonance cholangiopancreatography performed prior to PAIR showed biliary communication with the cyst (figures 3 and 4), a contraindication to performing PAIR. This made devising a subsequent management plan very difficult. In the following weeks, he presented multiple times to hospital with recurrent episodes of acute cholangitis secondary to hydatid cyst leak into the biliary tree. 1 In view of this and his background, he was listed for a liver transplant, which he received 4 months later. An uneventful postoperative period and subsequent clinic follow-up showed no evidence of recurrent disease. He was continued on long-term albendazole and praziquantel.
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Learning points
▸ The larval form of Echinococcus granulosus is the cause of Echinococcal (hydatid) cysts commonly acquired from dogs that have been infected. 2 It is very uncommon in the UK and USA. Patients are often asymptomatic and unaware. When symptoms present, they are usually because of the mass effect of an enlarging cyst, or complications such as intraperitoneal leakage, infection or biliary obstruction. Concomitant liver disease can accelerate the disease course. 2 ▸ Echinococcus granulosus cysts can rupture into the biliary tree and produce symptoms of biliary colic, obstructive jaundice, pancreatitis or cholangitis. Magnetic resonance cholangiopancreatography/ERCPs are sought in these patients before further management. 2 ▸ Surgery has been the traditional method to treat symptomatic hydatid cysts, although alternative approaches have replaced the treatment of choice in some patients such as puncture aspiration injection reaspiration. 2 3 An accelerated disease course due to hepatitis B and D coinfection, recurrent cholangitis and failure of previous surgical excision attempts lead to this patient to require a liver transplant. 
